We divided patients treated with emergency surgery for pan-peritonitis caused by colon perforation into the survival group and the death group based on outcome at postoperative day 30 and examined the prognostic factors for colon perforation. Methods: The prognostic factors for colon perforation in 76 consecutive patients who underwent emergency surgery at Kansai Medical University Hospital (Hirakata, Japan) from April 2011 to March 2017 were investigated based on outcome at postoperative day 30.
INTRODUCTION
C OLON PERFORATION CAN cause severe sepsis and multiple organ dysfunction, not only at its onset but also postoperatively, and if it is severe, the mortality rate is high and the prognosis is poor. Therefore, it is important to predict the postoperative course by evaluating patients before surgery. In 2014, Sumi et al. reported that the prognostic factors for colon perforation included the Physiological and Operative Severity Score for the Enumeration of Mortality and Morbidity (POSSUM) score and Sequential Organ Failure Assessment (SOFA) score, and the prognosis could be predicted by age, serum creatinine value, pulse rate, and the degree of peritonitis. 1 Here, we report the results of our investigation of the prognostic factors for colon perforation in patients requiring emergency surgery to predict prognosis based on the patient's condition before or during surgery.
METHODS
F ROM APRIL 2011 to March 2017, 76 consecutive patients with colon perforation and pan-peritonitis who underwent emergency surgery at the Kansai Medical University Hospital Critical Care and Emergency Center (Hirakata, Japan) were the subjects of this retrospective cohort study (Table 1) . Patients with perforation of the appendix or the colon due to trauma were excluded.
At 30 days after surgery, 67 of the 76 patients had survived and 9 had died (Table 1) . To study the prognostic factors, the patients were divided into two groups, the survival group and the death group, and the two groups were compared.
The prognostic factors were divided into patient background factors, disease factors, and intraoperative factors. Patient background factors of age (years), sex (male/female), body mass index (kg/m 2 ), surgical history, history of dialysis, oral treatment with steroids, serum lactic acid value (mmol/L), POSSUM score, SOFA score, Acute Physiology And Chronic Health Evaluation II (APACHE II) score, and preoperative acute Disseminated Intravascular Coagulation (DIC) score were assessed.
Disease factors compared included the disease (malignant/benign), spread of ascites on preoperative computed tomography (CT) (extensive/localized), spread of contaminated ascites (extensive/localized) during surgery, perforation type (free abdominal/mesenteric), intraperitoneal fecal contamination, and the Mannheim Peritonitis Index (MPI) score. To assess the spread of ascites on the preoperative CT, we defined the spread of ascites. "Extensive" was defined as existence of ascites in both subphrenic space and Douglas' pouch despite of the location of perforation. "Localized" was every other case ( Fig. 1) .
The intraoperative factors compared included the range of resection (total excision/partial), presence or absence of anastomosis, operation time (min), bleeding volume (mL), intraoperative washing volume (mL), and blood transfusion.
When diagnosing intraoperative colon perforation in our department, the surgical procedure undertaken in all cases was wash drainage and lesion resection (partial excision or total ablation). If the perforation site was in the left-side colon or rectum or if the patient's general condition required a pressor agent during surgery, a colostomy was carried out, and according to the patient's current state, the operation was ended with open abdominal management (OAM). If the puncture site was in the right-side colon or if circulatory dynamics did not require a pressor agent during surgery, an anastomosis was carried out. In OAM, only the puncture site was resected in the intestinal tract, intraperitoneal lavage was then undertaken, and no closed surgery or colostomy was carried out. We completed the surgery in a short time and managed the patient in intensive care. We then undertook a second-look surgery within 24 to 48 h and selected a surgical procedure such as anastomotic closure or additional resection, if necessary.
As anti-DIC therapy during perioperative treatment, a thrombomodulin alpha preparation was given when the patient's acute DIC score was ≥4 points, and an antithrombin III preparation was given if the antithrombin III level was <70%. Polymyxin B-direct hemoperfusion was used when circulatory dynamics remained unstable even after the use of vasopressor or fluid replacement loading when the patient was returned to the intensive care unit after surgery. Continuous hemodiafiltration was used when the urine volume was ≤0.5 mL/kg/h and metabolic acidosis had progressed even after a large amount of fluid replacement. A steroid was used when the vasopressor was given and it was not possible to reverse shock even with fluid replacement. Antibiotics were started with carbapenem antibiotics, were de-escalated as a result of susceptibility testing of blood cultures or ascites cultures, and terminated when the patient's C-reactive protein level was <5 mg/dL.
Statistical methods included univariate analysis, the v 2test, and the Mann-Whitney U-test. Multivariate analysis was undertaken using binomial logistic regression analysis with covariates being the study items with P < 0.05 in the univariate analysis. A significant difference was determined when P < 0.05. Statistical analysis was carried out with IBM SPSS version 22 (Armonk, NY, USA). This study was undertaken with the approval of the ethics committee of our hospital (No. 2017209).
RESULTS

P ROGNOSTIC FACTORS IN the survival group
(n = 67) and death group (n = 9) at 30 days after surgery can be compared in Table 1 . There were no significant differences in patient background factors of age, sex, body mass index, history of open surgery, history of dialysis, treatment with oral anticoagulants or steroids, or serum lactic acid value. However, the POSSUM, SOFA, and preoperative acute DIC scores were significantly higher in the death group than the survival group (Table 2 ). There were no significant differences in factors of disease (malignant/benign), extent of contaminated ascites during surgery (extensive/localized), perforation type (free abdominal cavity/mesenteric membrane), fecal contamination, or MPI score. However, a significant difference was observed in the spread of ascites (extensive/localized) on preoperative CT between the two groups ( Table 3) .
Intraoperative therapeutic factors showed no significant differences in the range of resection (total excision/part), anastomosis, amount of bleeding (mL), or washing volume during surgery (mL), but a significant difference was observed in the length of operation time between the two groups ( Table 4 ). In addition, when multivariate analysis was carried out on the statistically significant prognostic factors, a significant difference was found only for the preoperative acute DIC score (odds ratio 2.289; 95% confidence interval, 1.188-4.410; P = 0.013) ( Table 5 ).
DISCUSSION
W ITH ITS MORTALITY rate said to range from 11% to 33.3%, 2-4 colon perforation requires intensive postoperative care. As a tertiary emergency medical institution, our hospital is equipped with an intensive care unit and can manage such treatments as artificial respiration, postoperative OAM, polymyxin B-direct hemoperfusion, continuous hemodiafiltration, and others. Thanks to our postoperative management, the postoperative 30-day mortality rate of the patients with colon perforation treated at our hospital was 11.8%.
The results of the present study showed the acute DIC score to be a significant prognostic factor for the preoperative evaluation of patients with colon perforation. So far, it has been reported that the APACHE II, SOFA, and POS-SUM scores are useful as prognostic factors for colon perforation, [5] [6] [7] and differences in the SOFA and POSSUM scores were also observed in this study. To our knowledge, however, there are no reports of the acute DIC score as a prognostic factor for colon perforation. The acute DIC score is a score used in the emergency intensive care field for diagnosing DIC, and the mortality rate of patients diagnosed as having DIC according to the acute-phase DIC diagnostic criteria, and not only in those with colon perforation, was approximately 20-21% and was 34.7% when the DIC was caused by sepsis. [8] [9] [10] [11] The high value of the acute DIC score in the case of colon perforation leads to the diagnosis of DIC caused by intraperitoneal infection, so it was easy to understand that the acute DIC score would be high in the death group and would be useful as a prognostic factor. The present study in fact showed the acute DIC score to be a prognostic factor for colon perforation.
In addition, the present study showed that the preoperative CT was not only useful for diagnosing perforating peritonitis but might also be a prognostic factor. There were reports that the severity of peritonitis was useful as a prognostic factor and that the POSSUM score (operative severity score) and the MPI were also useful. 1, 12 However, our results showed no difference in the MPI between the survival group and the death group. Sumi et al. showed differences in ascitic properties to be a prognostic factor, but our results showed that approximately half of both the survival group and the death group had fecal contamination, and there was no difference in the properties of the ascites during surgery. In addition, the POSSUM and MPI require evaluation during surgery and postoperatively. The spread of ascites on the preoperative CT, which was considered useful in the present study, can be evaluated before surgery. Additionally, the current study showed that prognosis was not affected by degree of contamination of the ascites but how far it has spread. The result could support the speculation that the spread of ascites indicates the severity of peritonitis, or the duration from the onset of perforation.
In contrast, with regard to intraoperative factors, the operation time was short in the death group, and the amount of blood transfusion was small. We tried to perform the surgery time was as short as possible in a severe case, therefore this might influence the difference in the duration of the surgery. The transfusion volume was expected to increase in severe cases, but we targeted only the intraoperative blood transfusion volume in this study and considered the short operation time to have an influence on the volume transfused.
The limitations of this study are that it was undertaken at a single center, the number of cases was small, and the introduction of OAM was carried out for severe cases. In the future, we would like to increase the number of cases and participating institutions and undertake an additional investigation.
CONCLUSION
I N OUR HOSPITAL, the preoperative acute DIC score was found to be a prognostic factor for colon perforation accompanied by pan-peritonitis. Appropriate evaluation of the spread of ascites on the preoperative CT might also help to predict patient prognosis.
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